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Authors' Reply 
Sir, 
Our prospective randomised study 1 was started in 
1985, i.e. before the first European Consensus Docu- 
ment on critical imb ischaemia (CLI) was published. 2 
Nevertheless, most patients included in our study 
fulfilled the later defined criteria 2 for CLI. The 
remaining patients all had rest pain and/or  ischaemic 
ulcers and/or  partial gangrene although ankle and toe 
pressures were higher than that defined for CLI. 2 The 
numerical difference in limb salvage rates between the 
spinal cord stimulation (SCS) and the control groups 
in our study was non-significant and a limb-saving 
effect by SCS was thus not demonstrated. 
As mentioned by Dr Claeys, demonstration of a 
limb saving effect requires larger numbers obtained in 
prospective randomised controlled studies. To our 
knowledge, no study demonstrating a limb saving 
effect by SCS in "non-reconstructable" CLI patients 
has yet been published. The 1994 European multi- 
center andomised study was designed to study limb 
salvage by SCS versus a control group in a large scale 
study of patients with "non-reconstructable" CLI but 
was stopped during its first year because it was 
concluded that it could not be completed within a 
reasonable time (due mainly to too few active centres 
in relation to the number of patients needed) and with 
adequate data. The latter conclusion was mainly based 
on protocol violations in a few centres where control 
group patients that failed to improve during early 
follow up had been given SCS. For "non-reconstruct- 
able" patients with CLI, there is still a need for a large 
scale prospective randomised study (SCS versus a 
control group) requiring some 25 large vascular 
centres strictly adhering to the study protocol. We 
agree with Dr Claeys that patient selection and the 
definition of "non-reconstructability" aretwo impor- 
tant factors regarding studies of SCS in CLI patients. 
A predictive value of preoperative TcPO2 or capil- 
lary microscopy regarding limb salvage by SCS can be 
evaluated in randomised controlled studies. The 
results of the Dutch multicentre prospective rando- 
mised study are not yet publ isheddWe await publica- 
tion of the Dutch data before we consider introducing 
microcirculatory studies in patients with "non-recon- 
structable" CLI. Finally we agree that further multi- 
centre studies are needed to evaluate, in a prospective 
randomised controlled form, the effects of SCS in 
patients with CLI including cost-effectiveness and 
quality of life aspects which unfortunately were not 
studied in our prospective randomised study. 
L. Jivegfird, L.-E. Augustinsson, J. Holm and 
P. Ortenwall 
G6teborg, Sweden 
B. Risberg 
Malta6, Sweden 
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Blood Pressure after Bilateral Carotid Surgery 
Sir, 
Boyle et al. recently described an interesting case of 
baroreceptor dysfunction soon after bilateral carotid 
body tumour surgery ~and suggested that there had 
been no previous reports of this phenomenon. In fact, 
in a recent report, Robertson et al. described 11 cases of 
baroreceptor failure, four of which were secondary to 
bilateral carotid body tumour surgery. 2 Hypertension 
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and symptoms of baroreflex failure (headache, dizzi- 
ness, palpitations, weating, flushing, emotional labil- 
ity) occurred only after resection of the second 
tumour, as in the case described by Boyle et al. 
Radiation therapy to the neck region can also result in 
baroreceptor dysfunction. 2'3 
A recent case of ours also illustrates how baroreflex 
dysfunction can continue to present problems many 
years after the initial surgery. One of us (AABBD'S) 
has previously reported a large family with familial 
paraganglioma syndrome. 4 The index case, a 76-year- 
old man, presented recently with labile blood pres- 
sure, headaches and frequent pre-syncopal ttacks 13 
years after removal of bilateral carotid body tumours. 
Blood pressure fluctuated ramatically with systolic 
pressures ranging from 120 to 220 mm Hg and 
diastolic pressures ranging from 70 to 140 mm Hg. 
Exogenous vasoactive substances (clonidine, phenyl- 
ephrine) produced large changes in arterial pressure 
which were unaccompanied by any change in heart 
rate. Neck suction applied over the range -10 to -50 
mm Hg to stimulate carotid baroreceptors, failed to 
produce the normal bradycardiac response. These 
findings indicated a diagnosis of baroreceptor failure. 
The clinical presentation of baroreceptor failure bears 
a striking resemblance to that of phaeochromocytoma. 
We excluded a phaeochromocytoma on the basis of 
normal urinary catecholamines and a normal cloni- 
dine suppression test. Robertson et al. report that 
clonidine may attenuate the pressor surges in baror- 
eceptor failure. 2Treatment with clonidine and diaze- 
pam produced some improvement in our patient. 
Baroreceptor dysfunction can occur following bilat- 
eral carotid body tumour surgery and can lead to 
blood pressure and heart rate lability immediately 
following surgery or many years later. Following 
exclusion of a phaeochromocytoma, with which it 
shares many clinical features, treatment of baror- 
eceptor failure with clonidine and benzodiazepines 
may result in some clinical improvement although the 
condition continues to be difficult to control. 5
R. Harper, A. B. Atkinson and 
A. A. B. Barros D'Sa 2 
Belfast, U.K. 
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